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. Multilocular thymic cyst (MTC) with multifocal mucinous epithelium. A low-power view of the lesion showed a multiloculated cystic lesion surrounded by prominent lymphoid tissue and separated from the residual thymic tissue by a thick fibrous capsule (A, arrows point at residual thymic tissue, 20×, hematoxylin and eosin). There were multifocal areas of hyperplastic Hassall's corpuscle-like nonkeratinizing squamous nodules that showed central debris with acute inflammation (B and C, 40× and 100×, respectively, hematoxylin and eosin). The multifocal areas of mucinous differentiation that were seen throughout the lesion, with true mucocytes/goblet cells (D, 100×; E and F, 200×; hematoxylin and eosin), brought up the possibility of a low-grade thymic mucoepidermoid carcinoma (TMEC); however, a break-apart fluorescence in situ hybridization test for MAML2 rearrangement was negative (not shown), supporting the diagnosis of multilocular thymic cyst with multifocal mucinous epithelium.
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Thymic cysts are rare benign anterior mediastinal lesions that can be either congenital (unilocular) or acquired (multilocular). 1 Occasionally, these lesions can appear in the neck associated with the thyroid gland. 2 Histologically, acquired lesions of multilocular thymic cysts (MTCs) display cystic spaces of varying sizes lined by squamous or squamoid epithelium with occasional Hassall's corpuscle-derived nodular hyperplastic squamous areas that often show acute inflammation and cholesterol clefts. 1 While columnar epithelium might be present in other foci of the cyst, descriptions of purely mucinous epithelium occurring in these cysts are not found in the literature. Exuberant lymphoid tissue with follicular hyperplasia is also seen coating the cystic structures, which appears to be more prominent in patients with Sjögren syndrome. 3, 4 Although completely benign, these lesions can be seen associated with thymomas 5 as well as with other malignancies, including a variety of carcinomas, lymphomas, and even germ cell tumors. [6] [7] [8] We present a case of a MTC presenting in a 68-year-old African American woman who originally presented with cough and shortness of breath. The lesion consistent of a positron emission tomography-avid, 2.4-cm anterior mediastinal tumor that on microscopic examination exhibited a squamous-lined multicystic cavity surrounded by both lymphoid tissue and a thick fibrous capsule that separated the lesion from the surrounding thymic tissue ( Figure 1A, arrows) . Prominent nodular areas of nonkeratinizing squamous hyperplasia with central areas of debris and acute inflammation were seen ( Figure 1A-C) . Although the majority of the cystic lining was squamous, the presence of conspicuous and multifocal areas of mucinous differentiation was noted and raised the possibility of a thymic mucoepidermoid carcinoma (TMEC; Figure 1D-F) . Other features that were seen as suspicious for TMEC included a thick fibrous capsule as well as the presence of lymphoid tissue. With regard to the lymphoid infiltrate, although it can be seen in examples of both MTC and TMEC, tends to be more prominent in MTCs. 1, 9, 10 As seen in MECs from other organs, the majority of tested TMECs reported in the literature (2/3) will harbor a MAML2 rearrangement as part of the CRTC1/3-MAML2 translocation. 9, 10 Thus, a fluorescence in situ hybridization testing using a breakapart probe for MAML2 was carried out and proved to be negative for this rearrangement (not shown). Thus, in spite of the abundance of mucinous epithelium, the overall morphologic and molecular features of this lesion were more compatible with a MTC rather than TMEC. However, the presence of mucinous epithelium in MTC is not well documented and the possibility of a TMEC should be ruled out in such instances. The patient is alive and without evidence of disease 5 months following the surgery.
